The present study examined human representations produced in Rorschach protocols and in manifest dream recall obtained from 55 severely disturbed inpatients of a small private psychiatric hospital. Subjects were grouped according to specifically defined diagnostic criteria as (a) obsessive/paranoid borderline (23 subjects), (b) hysterical/impulsive borderline (17 subjects), or (c) nonparanoid, undifferentiated schizophrenic disorders (15 subjects). Transcripts of verbatim Rorschach and dream recall records were each quantitatively scored on the Blatt et al. structural scale of human percepts and the Krohn et al. thematic/affective scale. It was predicted that the obsessive/paranoid borderlines would present structurally more advanced percepts than either of the other two groups and that the hysterical/impulsive borderlines would present affectively more advanced percepts. Manifest object representations were different in the three groups. The results support the clinical and theoretical usefulness of a multidimensional perspective in the assessment of borderline and schizophrenic disorders that contrasts an overall health dimension with other dimensions related to structural and affective functioning within the individual's character style.
emerged an increased need for methods of assessing an individual's differential ability to represent objects and for new conceptual models to integrate the relation between levels or styles of object representation and an individual's general level of psychopathology.
The study of various human responses given on projective test protocols provides a potentially productive method for exploring the differential development of object representations. Ryan (Note 1) focused on the thematic elements of interpersonal interactions in reported early memories. He demonstrated a positive relationship in neurotic subjects between such levels of thematic object representations and the ability of a subject to enter into an elementary psychotherapeutic relationship (Ryan, 1973) . Also, his more recent work (Triman & Ryan, Note 2) has shown this same measure to be correlated with level of ego development as described by Loevinger (1976) . Krohn and Mayman (1974, Note 3) condensed the Ryan (Note 1) Object Relations scale for use with dreams. In a complex study of man-ifest dreams, early memories, and Rorschach data, they demonstrated that the thematic level of object representations was related to therapist/supervisor ratings of patients' overt interpersonal relationships. Blatt, Brenneis, Schimek, and Glick (1976) formulated object representations in a different perspective. They constructed a detailed scoring system for evaluating structural aspects of human figure responses on the Rorschach Test based on Wernerian developmental indices of articulation, differentiation, and integration. Using these criteria, they have demonstrated (a) that levels of Rorschach object representations increase developmentally with age in normal subjects, (b) that a psychotic patient sample consistently exhibited significantly lower developmental levels than did the normal sample, and (c) that certain psychotic patients display significantly lower levels on responses to accurately perceived stimuli while simultaneously exhibiting developmentally advanced levels on responses to inaccurately perceived stimuli. They also point out the consistency between their findings and those noted above by Mayman, Ryan, and their colleagues Mayman, 1967; Ryan, 1973 ) from a contentoriented perspective. Blatt and colleagues suggest that various measures of object representations in dreams, early memories, and Thematic Apperception Test (TAT) and Rorschach responses "provide important information about the quality of interpersonal relationships to which an individual is predisposed" (Blatt et al, 1976, p. 372) . Moreover, in examining the content of their own data, they observe that our data indicate that one must study the interaction of content and structure and that subsequent research should be directed toward integrating our structural analysis with the content scoring system developed by Mayman. (Blatt et al., 1976, p. 372) Athey (1974) echoes this call for examination of both thought content and thought process (structure) in an intensive case study approach to the relationship between thought organization on the Rorschach and the observed quality of a patient's object relations experience in the therapeutic transference. Moreover, Horowitz (1972) , in an extensive theoretical examination of "modes of representation" in a psychoanalytic theory of thinking, stresses the need to focus on qualities of both thought content and thought form in attempting to assess levels of object representations.
The present study empirically integrates these two contrasting (structural and thematic) approaches to object representations into a conceptual model that reflects the broad variation noted in the clinical and theoretical literature among contrasting types of borderline and schizophrenic patients. Specifically, a clinical differentation was made between three severely disturbed subject groups (hysterical/infantile borderline patients; obsessive/paranoid borderline patients; and undifferentiated/nonparanoid schizophrenic patients; see Spear, 1979) . The patterns of structural and thematic object representations associated with each of the clinical groups both individually and in tandem were assessed to determine the relations between these diagnostic groups and their underlying object relations functioning. Also, int^rcorrelations among the two object representation measures as applied to both Rorschach and manifest dream data were obtained to assess the relative independence of these scales for evaluating distinct though complementary aspects of psychological functioning.
Method

Subjects
The data were collected from a final sample of 55 young adult inpatients at a small, long-term, psychoanalytically oriented private hospital in Connecticut. Virtually all patients in the sample came from uppermiddle to upper-class economic backgrounds, since the cost of hospitalization at this institution is very high, and the average length of stay varied roughly from 1 to 3 years.
The final 55 subjects were selected from a sample of 62 chosen on the basis of the availability of their verbatim Rorschach protocols, case conference protocols, and at least three manifest dream reports, plus their initial assessment by the first author for general suitability to the diagnostic criteria of the study (e.g., patients with organic disorders, somatic character problems such as heroin addiction, etc., were excluded from consideration).
Twenty-three subjects were assigned to the obsessive/ paranoid borderline group, 17 to the hysterical/impul-sive borderline group, and 15 to the schizophrenic group. Means and standard deviations of age and both number and accumulated months of psychiatric hospitalization for the entire sample of 55 subjects, grouped by diagnostic category, are presented in Table 1 . All but one of the subjects were single and all had previously received Diagnostic and Statistical Manual-II (American Psychiatric Association, 1968) labels of either schizophrenic, borderline, or character disorders.
Data
The data considered for the current study consisted of (a) extensive case conference protocols for each subject; (b) Rorschach protocols; and (c) dream recall protocols. The case conference protocols were prepared by a variety of individuals involved with the direct assessment and treatment of the patients during their hospitalizations. These included an individual therapist, a psychological examiner, a family therapist, a ward administrator, and others. The part of the protocol used for the present study was the diagnostic formulation section (prepared by the individual psychotherapist), supplemented when necessary by the report on the psychological testing (for diagnostic clarification). In addition, certain demographic data and information about medication were drawn from other parts of the protocols. Verbatim Rorschach protocols, administered by postdoctoral clinical psychology fellows according to the standard clinical method as described by Rapaport, Gill, and Schafer (1968) , and verbatim dream recall protocols, gathered by the same examiners, with specific inquiry about dream frequency and full descriptions of recent, recurrent, and vivid dreams (according to the method outlined in Spear, 1979) constituted the rest of the research data. A total of 187 dreams were collected, with a range of 3 to 5 dreams per subject and a mean of 3.4. All data for the study were gathered between 1972 and 1975, prior to either the conceptualization or onset of the present research.
Procedure
Diagnostic groups. The data were assembled by the first author, and all names and other identifying information were removed and encoded both to protect the confidentiality of the subjects and to keep the two raters blind as to which diagnostic protocol corresponded to which Rorschach or dream data. The authors secured the assistance of two independent raters (one an advanced graduate student in clinical psychology and the other a postdoctoral level clinical psychologist), who then independently divided the subjects into the three diagnostic groups, according to the criteria outlined in Spear (1979) , on the basis of descriptive dynamic information found in the diagnostic formulation section of the clinical case conference protocols. Briefly, these criteria outlined two significant diagnostic differentiations: First, patients were divided into groups of borderline and schizophrenic disorders in accordance with the overall diagnostic impression described in their protocol, and second, descriptive information on their characterologic/behavioral style was used to divide the borderline group into obsessive/paranoid and hysterical/ impulsive subgroups. This differentiation was made along lines similar to the description of "neurotic character styles" outlined by Shapiro (1965) and expanded and modified for borderline disorders by Spear (1979) . The schizophrenic group comprised nonparanoid/undifferentiated disorders. For subjects, who were difficult to assign to a diagnostic group based on this information, the report of the psychological testing was used to clarify the diagnostic distinctions. (This additional information was necessary in 10 of the final 55 protocols.) Reliability of diagnosis estimates were calculated by using the K (kappa) statistic on a matrix of agreement between the two judges. There was exact agreement on 55 out of an Note, m = number of males; f = number of females.
original 62 protocols reviewed (86%). The observed kappa, K -.824, was significant at the p < .001 level.
The remaining seven protocols were disregarded as inappropriate for this study due to confounding multiple diagnoses. Structural object representations. Verbatim Rorschach and dream recall protocols were scored independently by the same two raters in accordance with the quantitative criteria outlined in Blatt, Brenneis, Schimek, and Glick (Note 4). Each Rorschach response with human content and each dream recorded verbatim in the initial psychological assessment was scored separately on all of the appropriate subcategories in the Blatt et al. system. A summary score of overall level of structural object representations was calculated according to an incremental scale of 1 to 23, with 1 indicating the lowest degree of structure and 23 indicating the highest level of structure. After all human responses of a given subject had been scored, two overall mean structural object representation scores were computed separately, one for the Rorschach and one for the dream recall data. The same procedure was carried out for all subjects in the sample. Reliability estimates on both data bases were obtained for each group using the coefficient of correlation between the two judges. The overall mean correlation for each measure was obtained using Fisher's z transformation. Disagreements in ratings were resolved in a joint conference that obtained a consensus between the two judges. (Full details of the scoring procedure are available in Spear, 1979) .
Affective/thematic object representations. Verbatim Rorschach and dream recall protocols were scored independently by the raters in accordance with the scoring criteria outlined in the Object Representation Scale for Dreams (Krohn & Mayman, Note 3) . These scores were thus operationally defined as ranging from 1 for the lowest levels of interpersonal relations to 8 for the highest sense of emotional mutuality, as seen in Table 2 . After all dreams and Rorschach human responses of a given subject were scored, an overall mean affective/ thematic object representation score was computed for each subject separately on the Rorschach and on the dream data. Reliability estimates were again computed using the coefficient of correlation between the two judges, applying the thematic scale to each data base. Disagreements in ratings were again resolved in a conference between the two judges.
Instruments
A developmental analysis of the concept of the object on the Rorschach. Blatt et al. (Note 4) formulated a scoring system for studying the quality of human responses on the Rorschach in terms of their relation to the maturation of the concept of the object according to the developmental principles of differentiation, articulation, and integration. In this measure, differentiation is defined as the nature of the human content in the response; more concretely, responses are classified according to the type and completeness of the human figure the subject perceives: whole human figure, H (e.g., people, man, etc., score 4); whole quasi-human figure, (H) (e.g., witches, dwarfs, etc., score 3); human detail, Hd (e.g., man's hands, etc., score 2); or quasi-human detail (Hd) (e.g., angel's face, witch's head, etc., score 1).
Articulation is defined as the degree to which the response is elaborated, and in this subscale, responses are rated on the basis of types of attributes ascribed to the figures. Seven specific attributes are scored here and are subdivided into three perceptual attributes, (a) size or physical structure, (b) clothing or hairstyle, and (c) posture, and four functional attributes, (d) sex, (e) age, (f) role, and (g) specific identity. In terms of articulation, responses are scored on the basis of the presence (1) or absence (0) of the particular attribute specified.
The final scoring dimension, integration, is defined by Blatt et al. as the way the concept of the object, if engaged in human activity, is integrated into a context of action and interaction with other objects. In this section, the response is scored in four ways: (a) the degree of internality of the motivation of the action (unmotivated, 1; reactive, 2; and intentional, 3); (b) the degree of integration of the object and its action (fused, 1; incongruent, 2; nonspecific, 3; and congruent, 4) , (c) the integration of the interaction with another object (active/passive, score 1; active/reactive, score 2; active/ active, score 3); and (d) in terms of whether the content of the interaction is malevolent (score 1) or benevolent (score 2). The minimum response scored on the Blatt et al. scale would be a quasi-human, unarticulated part image uninvolved in any action. Such a limited response (e.g., an angel's face) would merit only a score of one on the differentiation subscale, with no score on either the articulation or integration scales. On the other hand, a maximum score of 23 on this scale would require a carefully described full human image actively involved in congruent, intentional, and benevolent interaction.
Object representation scale for dreams. As described by Krohn and Mayman (1974, Note 3) in their report of the initial research on this measure, the scale was developed out of (a) an impressionistic survey of dreams of subjects collected in a pilot study, (b) a review of the object relations literature, with special reference to the work of Kernberg (1966) , and (c) a prior scale developed for assessing level of object relations in early memories (Ryan, Note 1) . More specifically, "the scale consists of a global description of the levels of object representations, each level designated by a scale point from / to 8. . . . Two sample dreams illustrate each point" (p. 451). The scale is designed to be used by intuitive, trained clinicians, and although originally developed for use with written reports of manifest dreams, it was also reliably applied to Rorschach and early memory content as well. It was further validated against independent therapists' and supervisors' ratings of patients' actual human relationships. In the present study, this scale was also applied to both Rorschach and manifest dream data to examine further the usefulness of the construct, affective/thematic object representations, across projective measures. Table 2 offers a brief description of the major scale points in comparison to a psychoanalytic scheme of object relations development, as articulated by Mahler (1968) .
Results
Reliability of the Psychological Measures
Reliability estimates of the scoring were obtained by computing the separate corre- Table 3 indicates that the magnitude of the correlations in all 12 pairs of scores and the four object representations measures is large and compares favorably with the reliability results previously reported in the literature .
Intercorrelations Between the Psychological Test Measures
An intercorrelation matrix computed for the four object representation measures for each group separately and averaged for the Table 5 ). In addition, due to the observed moderate correlation between the Blatt et al. and the Krohn and Mayman measures on the Rorschach, and analysis of covariance, performed across diagnostic groups and controlling for the correlated effect of the Krohn Rorschach data, revealed an F(2, 51) = 3.20, p < .05. This further corroborates the predicted independent ability of the Blatt et al. measure to significantly differentiate among diagnoses.
On the Blatt scale, as applied to dreams, the results of the univariate analysis given in Table 5 indicate that this scale (which was constructed for application to the Rorschach) is not able to differentiate among reported dreams of the defined diagnostic groups.
The comparison of thematic aspects of object representations across data sources and diagnostic groups. Note. On any one line, pairs of means with a common subscript differ at the .05 level by use of Tukey tests, corrected for probability by the number of comparison pairs possible, K(K-l)/2. *p< .05. **p< .01.
dream data. As with the Blatt et al. data noted above, the initial multivariate analysis of variance demonstrates a significant differentiation for this measure based on both the type of data being analyzed, F(2, 103) =18.73, p<.01, and the diagnostic distinctions hypothesized among the patient sample, F(4, 206) = 5.74, p < .01. Again, however, no clear interaction between data and diagnosis is noted for this measure applied independently, F(4, 206) = 2.68, ns. Further comparison of the means across diagnostic groups, by a one-way analysis of variance, supports the hypothesis that this thematic measure significantly differentiates among the defined diagnostic groups in the predicted pattern. Moreover, as predicted, the results of the Tukey tests show the hysterical/impulsive group to be significantly different from both the obsessive/paranoid and the schizophrenic groups (see Table 5 ). Because of the significant correlation between the Krohn and Mayman and the Blatt et al. scales on the Rorschach, an analysis of covariance was also performed. Controlling the correlated effect of the Blatt et al. Rorschach data, this comparison revealed an F(2, 52) = 2.20, p< .12, suggesting that the Krohn and Mayman scale independently applied to the Rorschach does not significantly differentiate among the groups.
On the Krohn and Mayman scale applied to dreams, the univariate one-way analysis of variance again supports the prediction that this thematic measure significantly differentiates among the defined diagnostic categories. Further analysis, by means of Tukey comparisons, shows a single significant differentiation between the schizophrenic group and the obsessive/paranoid borderline group.
The integration of structural and thematic aspects of object representations. Although as noted, no significant interaction effect between source of data and diagnosis was observed for either of the two psychological measures when they were employed independently, a significant difference does emerge, F(4, 206) = 3.10, p < .05, for the overall interaction effect of both measures applied jointly across data base and diagnostic groups. One contributing factor in this significant interaction may be related to the alternate patterns of diagnostic differentiation observed for the Blatt et al. Rorschach and Krohn and Mayman dream data as opposed to that of the Krohn and Mayman Rorschach data. Though as reported, the analysis of covariance demonstrates that the Krohn and Mayman Rorschach data do not independently differentiate among the three groups, it should be noted that the trend of these data may offer limited support to a differentiation between the two hypothesized subgroups of borderline disorders. Moreover, as this suggestion only appears in the context of the interaction effect of using both psychological measures in tandem on each data source and diagnostic group, it is supportive of the usefulness of applying such a multidimensional perspective to the assessment of object representations.
Discussion
The findings of the present study support those of and Krohn and Mayman (1974, Note 3) in that significant differences were found on both types of measure and sources of data among differing levels of psychopathology. In particular, the data suggest that the Blatt et al. scale as currently constructed is especially suitable for use with Rorschach data, whereas the Krohn and Mayman scale appears more useful when applied to dreams. Moreover, the mild suggestion of a difference between the two proposed subtypes of borderline disorders on the Krohn and Mayman scale as applied to Rorschach data is supportive of the utility of conceptualizing psychological disorders in terms of a multidimensional perspective, with one axis corresponding to an overall health/sickness dimension, consistent with Luborsky's (1962) formulation, and the second generally reflective of Shapiro's (1965) conceptualization of neurotic character styles (see Figure 1) .
It is also useful to note the relation observed between both structural and thematic object representations and the "structural" diagnosis of personality organization as defined by Kernberg (1977) . Despite the observed difference in their approaches to object relations- follow a developmental/cognitive perspective designed to assess the "form" in which individuals organize their interpersonal perceptions and Krohn and Mayman (1974, Note 3) emphasize a more psychoanalytic/ thematic view of the content of interpersonal transactions-the data consistently indicate that a significant structural difference between borderline and psychotic types is reflected "in the patient's overall quality of internalized object relations" (Kernberg, 1977, p. 90-91) . As such, this finding supports the validity of these psychological techniques as objective methods of differentially assessing object relations.
Theoretically, a most interesting suggestion of the current study lies in the possibility of further utilizing this methodology to explore the existence of two clinically different subtypes of borderline disorders.
The Existence of Two Different Types of Borderline Psychopathology
Although all of the borderline patients under study were clinically judged to display a classic defensive organization consistent with the Gunderson and Singer (1975) and Kernberg (1975) definition, including splitting, projective identification, primitive idealization, grandiosity, and denial, they have also been differentiated in this research along additional psychological dimensions generally reflective of Shapiro's (1965) conceptualization of neurotic character styles. An obsessive/paranoid character style is identified with a person who presents a cognitively controlled and differentiated view of his or her relations with others but has a limited capacity for affective experience or expression. A hysterical/impulsive style is manifested in a person who experiences a broad and oftentimes overwhelming range of emotional responses in interpersonal transactions but displays a relatively weak structural capacity to modulate experience.
It is further noted that this differentiation of two borderline character types is also in accord with Witkin's (1965) review of psychological differentiation in various diagnostic groups, specifically, a relatively global, unstructured cognitive style found to be associated with "patients with an hysterical character structure [and] . . . patients whose primary symptom is affective discharge rather than defensive symptom organization" (p. 325), and "an articulated cognitive style [which] has been found among paranoids, obsessive/compulsive characters, neurotics with organized symptom pictures and those ambulatory schizophrenics (borderlines?) who have a well-developed defensive structure." These characteristics are remarkably consistent with the present empirical data contrasting hysterical/impulsive borderlines who correspond to Sugarman's Although the present data reveal a complex pattern of relationships between the structural and affective representational capacities of individuals in these diagnostic configurations, they do offer some limited empirical support to the clinical usefulness of identifying two borderline types. Clinically, one might expect the obsessive/paranoid patient to correspond closely to the socalled "good" borderline, the obsessive type who approaches treatment in a style reminiscent of the "good" analytic patient. He seemingly brings his own internal ego structure into the amorphousness of the therapeutic situation and is thereby able to function effectively with little concrete external support. The hysterical/impulsive type may represent the well-known "bad" or clinging borderline. This individual is characteristically overwhelmed by affect, with little capacity for structurally modulating it. Thus, the therapist must be more actively structuring and supportive to enable the patient to remain in treatment.
Moreover, from a psychophysiological perspective, as in Lapidus and Schmolling's (1975) article, these alternate borderline characters seem consistent with the predicted differences in levels of cortical (structural) and limbic (affective) functioning that are seen in various contrasting psychological disorders. In particular, the obsessive/paranoid person's overemphasis of and higher level of performance on the structural/cognitive organization of experience may represent the psychological manifestations predicted by the Lapidus and Schmolling (1975) conceptualization of the effects of heightened cortical arousal in these patients. Similarly, the hysterical/impulsive person's overemphasis of and advanced performance on the affective/thematic organization of interpersonal experience may represent the Lapidus and Schmolling predictions for patients under heightened limbic arousal. Also, the relative overresponse or underresponse on the contrasting measures of the present study may have a psychophysiological base in bimodal arousal patterns similar to those found by Rubens and Lapidus (1978) for schizophrenics. Future research could test predictions emerging from the present findings that the borderlines would score approximately equally, and at a higher level than schizophrenics, on some linear healthpathology scales such as the Bellak Ego Strength Scales (as used by Rubens & Lapidus, 1978) , while presenting curvilinear or bimodal patterns of over and under arousal associated with structural and affective performance as measured in the present study.
In conclusion, the results of the present study support both the structural and thematic/affective object representation scales and the technique of using them in tandem as an effective means of learning more about an individual's psychological organization than could be gained by employing either of the two measures in isolation. The data also support the usefulness of both the vertical differentiation of borderline and schizophrenic personality organizations (as in Kernberg, 1975 ) and the horizontal characterological differentiation of subtypes within the spectrum of borderline pathology. It is further suggested that a multidimensional model of psychological functioning (as graphically presented in Figure 1 ), contrasting a vertical health/sickness dimension with horizontal characterological ones, may be most valuable in the ongoing effort to integrate the input of cognitive, interpersonal, and physiological factors into manifest behavior.
